epidemic concentrated in people who inject drugs (PWID) to a generalized epidemic (Joint United Nations Programme on HIV/AIDS [UNAIDS], 2013) . While other Asian countries have recently stabilized or decreased new HIV infections, HIV incidence in Indonesia, the world's fourth most populous nation, rose 48% between 2008 and 2013. Meanwhile, a mere 8% (range 5%-13%) of Indonesia's approximately 610,000 people living with HIV (PLWH) have accessed antiretroviral therapy (ART), and HIV-related deaths increased a staggering 427% between (UNAIDS, 2014 .
A national strategy aims to improve detection and treatment of HIV in Indonesia's approximately 160,000 prisoners, of whom, conservatively, 8% to 13% are PWID and 1.1% to 6.5% are PLWH (Directorate of Corrections, 2010; , suggesting HIV prevalence several-fold higher than in communities. Criminalization of drug use has concentrated PWID in prisons where unsafe drug injection, needle sharing, and limited access to harm-reduction services may contribute to ongoing HIV transmission (Culbert et al., 2015) . Prison overcrowding and poor sanitation increase exposure to tuberculosis and other opportunistic infections (Al-Darraji, Kamarulzaman, & Altice, 2014) . Sociocultural barriers to ART utilization, especially HIV stigma and fear of discrimination (Wasti et al., 2012) , may be intensified in prison settings, thereby restricting ART expansion and contributing to high mortality in incarcerated PLWH.
Stigma is social devaluation and discrediting associated with a mark, characteristic, or attribute (Link & Phelan, 2001; Mahajan et al., 2008) . In Indonesia, as in many countries, HIV stigma is both a cause and consequence of limited access to HIV prevention and treatment (Castro & Farmer, 2005) . Numerous factors contribute to HIV stigma and undermine engagement along the continuum of care (Earnshaw, Bogart, Dovidio, & Williams, 2013) . For example, religion plays an important role in shaping normative social values in Indonesia (Grim, 2010) and has been implicated in stigmatizing attitudes toward PLWH by health care providers (Waluyo, Culbert, Levy, & Norr, 2014) . Political-economic upheaval that slowed an initial response to the HIV epidemic, and inadequate training of health care personnel (Harapan et al., 2013 ) also contribute to discrimination against PLWH in health care settings (Merati, Supriyadi, & Yuliana, 2005) . Incarcerated PLWH, many of whom are PWID, survive under a triple veil of HIV-, drug use-, and incarcerationrelated stigmas that compound other stressors of incarceration, and magnify the perceived challenges of community re-entry (Choi et al., 2010; Haley et al., 2014) . Understanding how incarcerated PLWH experience stigma and how it affects their engagement in care is essential for improving health outcomes. Few studies, however, have assessed stigma in Indonesian PLWH and none have yet examined stigma in incarcerated PLWH -a key population for redressing Indonesia's immense treatment gap (UNAIDS, 2014) . Our study aimed to address these gaps in the literature by examining correlates and experiences of HIV stigma in incarcerated PLWH.
Theoretical Framework
Prisons represent a unique and important setting for the study of HIV stigma because incarceration concentrates members of stigmatized populations (i.e., PLWH/ PWID) and catalyzes additional processes of social exclusion based on the status as prisoner that produces enduring negative health effects (Schnittker & John, 2007) . Within the prison setting, moreover, those perceived not to fit into the prison subculture because of personal characteristics (e.g., gender identity or HIV status) often experience bullying or violent victimization (Wolff, Shi, & Siegel, 2009 ) that can amplify the way they experience HIV stigma.
Our work is guided by the HIV Stigma Framework (Earnshaw & Chaudoir, 2009 ) that suggests that social stigma associated with HIV is experienced by PLWH as stigma mechanisms. Enacted stigma includes previous experiences of discrimination or unfair treatment from others in the past. Anticipated stigma includes expectations of discrimination from others in the future. Internalized stigma involves endorsing negative beliefs and feelings about HIV and applying them to the self. Other theoretical work emphasizes that individuals perceive public stigma, or are aware of social devaluation and discrediting associated with characteristics with which they themselves live (Bos, Pryor, Reeder, & Stutterheim, 2013) , which can further impact experiences of enacted, anticipated, and internalized stigma. Research has suggested that these stigma mechanisms are associated with critical psychosocial, physical, and behavioral health outcomes for PLWH (Earnshaw, Bogart, et al., 2013) , including decisions about HIV disclosure that have implications for HIV treatment-related outcomes (e.g., ART acceptance and adherence) and secondary prevention efforts (e.g., sexual risk behaviors; Chaudoir, Fisher, & Simoni, 2011) .
We further drew on literature suggesting that stigma mechanisms are context-dependent, meaning that they may vary in both content and magnitude, depending on the social context in which they occur. For example, patients receiving methadone maintenance therapy in the United States experience different forms of enacted stigma from family/ friends, coworkers/employers, and health service providers (Earnshaw, Smith, & Copenhaver, 2013) . HIV-infected PWID in Vietnam describe experiences of layered stigma within the community but not within the family (Rudolph et al., 2012) . Incarcerated Indonesian PLWH may experience stigma through interactions with prison and clinic staff, other prisoners, and visiting family members, all of whom may devalue and judge them as criminals. Delineation within this unique context is needed to fully understand experiences of HIV stigma in incarcerated PLWH and how stigma mechanisms may influence critical health outcomes. Given the importance of HIV disclosure for HIV treatment and secondary prevention (Chaudoir et al., 2011) , we focus on the relationships between stigma and disclosure within prison-specific contexts experienced by incarcerated Indonesian PLWH.
Methods

Ethics Statement
Our study was conducted in accordance with international guidelines for research with prisoners (Lazzarini & Altice, 2000) . Institutional review boards at Yale University and the University of Indonesia approved the research. Indonesia's Ministry of Research and Technology and Directorate General of Corrections also approved the study. Prison staff members were never present during screening, consent, or interviews. For their time, participants received a snack and small toiletry kit.
Study Design
We conducted a mixed-method study to assess individual and institutional factors associated with HIV stigma in incarcerated PLWH. Recognizing that experiences of HIV stigma are influenced by social context, we also explored interpersonal and socioenvironmental factors that influenced individual experiences of HIV stigma, and the intersection of other potentially stigmatizing attributes pertaining to participants' status as PWID and prisoners. We therefore chose a convergent mixed-method study design (Cresswell & Clark, 2011) in which concurrently collected quantitative and qualitative data were integrated during data analysis and interpretation to produce a nuanced and holistic account of HIV stigma in this unique context.
Study Setting
Participants were recruited from two large prisons in Jakarta, including one specialized narcotics prison that housed prisoners charged with drug-related crimes (including drug possession). Both prisons were extremely overcrowded (300%-400% over capacity) and HIV prevalence rates were much higher (11.2%-13.9%) than in Jakarta (1%). Most cases were undiagnosed, but confirmed cases represented 4.7% of the total inmate population. Most prisoners with confirmed HIV (74.8%) had undergone CD41 T cell testing. About half of those tested (56.8%) were eligible for ART, according to national treatment guidelines (CD41 T cell count , 350 cells/ mL), yet only about two -thirds (65%) of those meeting ART eligibility were prescribed ART. Although not systematically available, psychosocial support was gradually being introduced for prisoners with HIV, PWID, and those identifying as gay, bisexual, or transgender.
Recruitment
From November 2013 to May 2014, we recruited 102 incarcerated PLWH using proportional random sampling. Eligible prisoners were male, 18 years of age or older, HIV-infected, fluent in Bahasa Indonesia, willing to participate in a voice-recorded interview, and able to give informed consent. A complete list of all prisoners meeting eligibility, stratified by most recent CD4 count and ART treatment status, was compiled by a prison physician using medical records. From this list, individuals were assigned a unique identifier that was used to randomly select 60 prisoners from each site who were invited for enrollment screening. Participant understanding of informed consent was assessed using a structured questionnaire.
HIV Stigma Measure
HIV stigma was measured using a modified version of the HIV Stigma Scale , consisting of 28 Likert-type items divided into four subscales: stereotypes, disclosure concerns, self-acceptance, and social relationships. Participants indicated the frequency with which they experience stigma on a 5-point categorical response scale (never to always). Developed with PLWH in the United States, the HIV Stigma Scale captures multiple stigma mechanisms (Bos et al., 2013; Earnshaw & Chaudoir, 2009 ) and has been used to assess relationships between stigma and ART access and adherence (Sayles, Wong, Kinsler, Martins, & Cunningham, 2009) . The scale has good external validity, with subscales positively correlated with shame and negatively correlated with measures of social support, and mental and physical health . A researcher administered the stigma scale by reading individual survey items and response choices aloud to participants and recording their responses. We adapted the stigma scale to the Indonesian prison context by modifying three items to capture drug injection-related stigma, and enacted stigma in prison, which we theorized would be salient facets of stigma in this setting. Specific scale modifications (marked with an '' a '' in Table 2 ) included two items dealing with parenting stereotypes that were modified to address drug injection stereotypes, and one item in which ''prisoners'' was substituted for ''co-workers.'' An expert panel of bilingual researchers (native English and Bahasa Indonesia speakers) then translated the HIV stigma scale using a direct forward translation approach. We piloted the modified scale with 15 participants to ensure understanding and made minor changes before final administration.
In-Depth Interviews
After administering the stigma scale, researchers fluent in Bahasa Indonesia conducted in-depth qualitative interviews with participants (Yeo et al., 2014) using an interview guide consisting of 23 openended questions and guided probes. The interview guide was based on a literature review and edited extensively by a survey design expert. To avoid social desirability bias, open-ended interview questions focused on participants' psychological responses to HIV diagnosis and disclosure, treatment experiences, and anticipated re-entry challenges, without specifically mentioning HIV stigma. For example, we asked, Tell me what it is like taking HIV medicine in prison, and Who have you talked to about your HIV status? Interviews were conducted in a private room in the medical clinic and lasted about 1 hour.
Analytical Plan
Validation of the HIV stigma scale. Using SPSS Statistical Package Version 19.0 (IBM, Armonk, NY, USA), we conducted an exploratory factor analysis on the 28-item scale to examine its underlying factor structure and compare it to the original scale. We assessed the measure of sampling adequacy to ensure that items would contribute usefully to factor analysis. The Kaiser-Meyer-Olkin statistic overall was high ($ 0.8), but the measure of sampling adequacy for one item, My family is comfortable talking about my HIV, was , 0.5, and therefore not included in subsequent analyses.
We conducted principal components analysis of the 27 remaining items and identified a four-factor structure based on examination of scree plots and Eigenvalues. Using generalized least-squares factoring, we extracted four factors and examined standardized regression coefficients of items in a series of nested factor solutions. Using chi-squared testing to assess goodness-of-fit, we stepwise removed five additional items with low factor loadings (, 0.3), including one item from the stereotypes subscale, two from the social relationships subscale, and two from the selfacceptance subscale. We transformed scores linearly to a 0-100 range, and calculated subscale scores by summing individual item scores and dividing by the number of items in that factor. Overall scores were calculated by adding subscale scores and dividing by 4 so that factors were weighted equally. Higher overall scores indicated higher levels of HIV stigma, with a score of 50.0 indicating endorsement of perceptions or experiences of stigma sometimes.
Multivariate analyses. We examined associations between HIV stigma scales and demographic, drug use, and clinical characteristics, using multivariate analysis of variance (because scale factors were nonorthogonal) followed by a robust test for equality of means (Welch's analysis of variance). Given our limited sample size, we adopted a rule-based approach to variable selection to build a parsimonious model with few parameters. Variables with an initial bivariate association of p , .05 were entered simultaneously into logistic regression. We then proceeded with manual stepwise elimination of variables that were conceptually redundant and strongly collinear (e.g., daily drug use before incarceration and symptoms of opioid withdrawal after arrest), while maintaining those of known conceptual importance to HIV stigma. We compared candidate models, based on goodness-of-fit using Akaike information criteria. Variance inflation factor values were low (# 1.5), indicating that independent variables in the final regression model were not highly correlated. To maintain consistency with previous analyses (Sayles et al., 2009) , we selected the highest tertile (mean score . 50) as our dependent variable, high HIV stigma. We also compared goodness-of-fit criteria using the upper quartile of stigma scores (. 56) and found the results to be nearly identical.
Qualitative analysis. To enhance interpretive validity, interviewers underwent a structured debriefing immediately after each interview. Voice-recorded interviews were transcribed, translated, and entered into NVivo Qualitative Software (Version 10, 2012; QSR International Pty Ltd., Doncaster, Victoria, Australia) for coding. Using content analysis (Lofland, Snow, Anderson, & Lofland, 2005) , three investigators reviewed transcripts in Bahasa Indonesia to analyze language used by participants to indicate perceptions or experiences of HIV stigma, and delineate differences in meaning according to context; for example, ''malu,'' which could mean shame, embarrassment, or dilemma depending on context. From these, a set of preliminary descriptive codes was developed and applied to transcripts in a constant comparative process. Researchers used analytic memos and a codebook to refine codes and ensure coding consistency. We examined relationships between codes and grouped them into emergent stigma themes. To support overarching themes, we selected quotations that captured stigma mechanisms experienced in different contexts, and used implicit quantification to indicate the relative strength of participant perspectives.
Synthesis of qualitative and quantitative findings.
During data analysis we compared emergent HIV stigma themes to factors extracted from the HIV Stigma Scale to identify areas of convergence and to cross-validate qualitative and quantitative findings. During interpretation, we drew on qualitative data to help explain associations observed between individual and institutional factors and HIV stigma.
Results
Participant Characteristics
Characteristics of study participants are shown in Table 1 . Age ranged from 21 to 51 years; most participants were unmarried and had not completed high school. In general, most participants used and injected drugs immediately before incarceration, but only a third shared needles. Most not only had a primary sexual partner but also secondary partners, and used condoms infrequently. Two -thirds were diagnosed with HIV during this incarceration and half had been prescribed ART in prison. Most participants had known someone with HIV, and many had lost a friend, relative, spouse, or partner to HIV. About a quarter said that they had provided care to another PLWH before or while incarcerated. Those who had been diagnosed before the current incarceration were more likely to have disclosed their HIV status to someone outside of prison (c 2 5 13.92, p , .001).
HIV Stigma Scale Validation
Standardized regression coefficients for the final 22-item stigma scale are shown in Table 2 . A nonsignificant chi-squared test (c 2 5 153.9, p 5 .37) indicated good overall fit. Seven items from the original stereotypes scale loaded onto a stereotypes factor (Cronbach's alpha 5 0.80), and four items (including two items modified to address addiction stereotypes) loaded onto a new factor, addiction stigma (a 5 0.65). Disclosure-related items from the original disclosure concerns and self-acceptance subscales clustered together on a single disclosure concerns factor (a 5 0.87). Four items from the original social relationships scale loaded onto a new social relationships factor (a 5 0.78). Reliability of the overall scale was high (a 5 0.90). Scale intercorrelations ranging from 0.38 to 0.64 were all significant (p , .01).
HIV Stigma in the Prison Setting
The mean overall stigma score was 40.5 6 19.8 (range 2.6-95.0), indicating that, on average, participants endorsed items describing perceptions or experiences of HIV stigma slightly less often than sometimes (mean score of 50). Mean scores for stigma items, subscales, and the overall scale are presented in Table 2 . A third of participants (33.3%) had overall stigma scores higher than 50.0, reflecting perceptions and experiences of stigma between sometimes and always. The highest mean subscale scores were seen on the addiction stigma subscale (52.0 6 24.7) and on individual items measuring perceived public stigma including item 12, People think that if you have HIV, you must be an injecting drug user (71.5 6 32.4), and item 14, Society looks down on people who have HIV (62.0 6 31.4). Similar mean scores were observed on the stereotypes (41.9 6 22.2) and disclosure (40.3 6 28.0) subscales. Disclosure concerns emphasized the need to maintain privacy around other prisoners and concern that physical changes caused by ART or becoming sick could lead to unwanted disclosure. The lowest mean scores were observed on the social relationships scale (27.8 6 25.2), which included two items indicating comparatively low levels of enacted stigma: People treat me as less than human now that I have HIV (19.8 6 27.7) and People avoid me because I have HIV (28.4 6 30.4). Two items measuring enacted stigma by medical providers, although not included in the final scale, had the lowest mean scores. More than half (58.0% and 65.7%) of participants responded never to the statements, Medical providers treat people who have HIV as if they are contagious and Medical providers dislike caring for patients with HIV. Note. SD 5 standard deviation; ART 5 antiretroviral therapy. Table 3 shows significant bivariate associations (multivariate analysis of variance) between HIV stigma mean scores and participant characteristics. Higher mean stigma scores were found for partici-pants incarcerated in a prison for drug offenders (44.7 vs. 35.6, p 5 .018), those who previously had sought help to cut back or stop using drugs (49.0 vs. 36.8, p 5 .006) or who had participated in drug treatment (52.9 vs. 37.0, p 5 .002), and those reporting opioid withdrawal upon incarceration (44.0 vs. 34.1, p 5 .02). Higher overall mean stigma scores were also present for participants diagnosed in the community (49.2 vs. 38.0, p 5 .014), those prescribed ART (45.1 vs. 35.9, p 5 .019), and those adhering to ART (45.4 vs. 36 .9, p 5 .018) in prison. Additionally, significant differences (p # .05) in subscale scores were observed for other characteristics, including education, opioid use, daily drug use before incarceration, and years after diagnosis, although these differences were not consistently reflected in the overall stigma scale means. The addiction stigma subscale registered the highest number of significant mean differences, followed by the stereotypes subscale. Surprisingly, the disclosure subscale, which contained items assessing disclosure concerns related to accessing HIV care, was not associated with ART use during incarceration. Table 4 shows independent and multivariate correlates of high HIV stigma (mean score . 50). High HIV stigma was positively associated with being incarcerated in a prison for drug offenders (adjusted odds ratio [AOR] 3.62, 95% CI 1.24 to 10.52, p 5 .018), seeking help to decrease drug use (AOR 3.26, 95% CI 1.09 to 9.78, p 5 .034), and diagnosis before the current prison term (AOR 4.72, 95% CI 1.35 to 16.47, p 5 .015); it was negatively associated with disclosure of HIV status to a family member or friend (AOR 0.19, 95% CI 0.05 to 0.67, p 5 .010).
HIV Disclosure in the Prison Context
Participant decisions to disclose their HIV status while incarcerated highlight variations in stigma mechanisms across different social contexts in prison, including interactions with prison officers, clinic staff, and family members. For nearly all participants, HIV stigma influenced expectations and decisions about disclosing HIV status to family members, partners, and other prisoners. About half (45%) of participants had not yet disclosed their HIV status to someone outside of prison, and more than two -thirds (68.6%) were diagnosed during the current incarceration, meaning that many did not yet know how family members would react and lacked experiences of HIV stigma outside of prison.
Participants cited a widely shared cultural expectation that parents have a duty to support ill children as a reason for disclosing their HIV status in order to gain support during and after incarceration, as described in Table 5 , quotations A1 and A2. Others, however, expected family members to endorse negative HIV stereotypes or worried that disclosure could bring shame or psychological distress to family members (quotations A3-A6). Attitudes toward partner notification consistently reflected a perception that disclosure would likely lead to rejection and loss of privacy, and threaten a social commitment to marriage (quotations B1-B4).
Managing their identity as PLWH and maintaining privacy while incarcerated emerged as central concerns for many participants. Fear of becoming a social outcast in prison caused many participants to conceal their HIV status and HIV medications from other prisoners, as shown in quotations C1-C5. Others, however, reported disclosing their HIV status and bonding with other PLWH, as indicated in quotation C6. Finally, HIV stigma undermined patientprovider relationships and ART acceptance, including in some with low CD41 T cell counts (quotations D1-D3). B1 My fear is that there is nobody who will want to marry me. My biggest concern is about a partner. Because I believe that a soul mate is already given by God. It's important for me because it's one of my religious beliefs. (29-year-old, taking ART) B2 I have a girlfriend who is still waiting for me outside but I haven't disclosed to her because I'm confused. If I tell her, how should I do it? Because I'm still inside [prison] . If I tell her here, I'm afraid that she will disappear. I'm afraid that it will make me anxious. I'm afraid that after I tell her she will tell my other friends. But I think it's important to tell her because I am afraid that she will get HIV like me. (24-year-old, CD41 T cell count . 350 cells/mm 3 , not taking ART) B3 I need to get married so my future will be brighter. I still haven't got any would-be wife but I will try to find one when I get out.
I'm just afraid that she will not accept the truth if I tell her that I have this disease. But I will still tell the truth. (24-year-old, CD41 T cell count . 350 cells/mm 3 , not taking ART) B4 I'm not ready yet. I'm afraid she will . she will leave me. Or my problem will become a worry for her. (31-year-old, CD41
T cell count . 350 cells/mm 3 , not taking ART) Disclosure and discrimination in prison C1 They (other HIV-infected prisoners) never talk about their status. It's impossible here to disclose your status. Even about taking ART, they're not honest. They just say they're taking common medications. If they take ART, other prisoners will think that they have HIV. Then we will be discriminated against. Like me, my drinking glass has been separated from the others. That's the reason why I become depressed. (33-year-old, taking ART) C2 Sometimes when I take my medicine in front of the boys I feel awkward. Sometimes I take the medicine and I just drink it immediately without anybody noticing. I don't want to show them. I don't want other people to know. I don't want them to have this view about me. I tell them, ''It's just vitamins.'' (27-year-old, taking ART) C3 Right now, nobody knows. In terms of being cast out, yeah, I think I'm afraid. It will be sad if people know my status. They won't want to be my friend any more. They will keep their distance. (24-year-old, CD41 T cell count , 350 cells/mm 3 , not taking ART) C4 The biggest concern is fear of discrimination. 
Discussion
This mixed-method analysis, the first to examine HIV stigma in incarcerated PLWH in Indonesia, contributes to the conceptualization and contextualization of HIV stigma in prisoners, a globally marginalized population with neglected health needs (UNAIDS, 2014) . Among these PLWH, who primarily had substance use disorders and extremely low utilization of drug treatment or HIV care prior to incarceration, we found perceptions and experiences of stigma (40.5 6 19.8) similar to those found in economically disadvantaged and medically underserved PLWH in the United States (41 6 19; Sayles et al., 2009) ; and high levels of stigma (mean score . 50) in 33.3% of participants, in part reflecting the lived experience of a group with high HIV mortality and limited access to effective HIV treatments (Castro & Farmer, 2005) . Many participants had lost someone close to HIV, including cellmates, friends, siblings, and spouses; 28.4% had given end-of-life care to another PLWH, including assistance to bathe, feed, and ambulate, providing incontinence care, and, in one case, washing the body of another prisoner in preparation for burial.
These prisons represented distinct psychosocial environments endowed with particular social rules that could intensify individual experiences of HIV stigma. In our study, contextual factors common to many prison settings, including limited contact with family members, anticipated loss of social support, loss of privacy, and co-stigma of being labeled a drug offender or drug user, heightened individual perceptions and experiences of HIV stigma. In prison, HIV stigma becomes another means to enforce social stratification within an ultra-competitive subculture in which the performance of a ''worthy'' social identity becomes a crucial aspect of survival (Andrinopoulos, Figueroa, Kerrigan, & Ellen, 2011) . HIV stigma in the prison setting influences patient decisions to seek treatment during incarceration vis-a-vis their assessment of the potential risks of disclosure, which can include violent victimization, loss of companionship, personal safety, material support, and protection (Culbert, 2014) .
In our study, stereotypes about PLWH often centered on injection drug use, which had been the C6 My cellmates are all peer educators and every time we need to take our medicine everybody starts teasing each other saying, ''You don't want to die, right?'' Note.
ART 5 antiretroviral therapy.
dominant mode of transmission in Indonesia. These stereotypes undermine wider acceptance for HIV testing (Earnshaw, Smith, Chaudoir, Lee, & Copenhaver, 2012) and are especially counterproductive in prisons where HIV testing is initiated by prisoners or based on drug-use risk assessments. Higher mean HIV stigma scores in those incarcerated in a narcotics prison, those with opioid disorders, and those seeking help to cut back or stop using drugs (e.g., drug treatment) suggested that previous experiences with addiction stigma, which were associated with participation in addiction treatment (Luoma et al., 2007) , may alter the experience of HIV stigma. Criminalization of drug use in Indonesia has fueled negative addiction stereotypes, isolated PWID, and prevented them from reaching health and harm-reduction services (Mesquita et al., 2007) . Addiction stereotypes, moreover, thwart methadone maintenance therapy expansion efforts (Bachireddy et al., 2011) , which are urgently needed both to avert new HIV infections in Indonesia and to change community perceptions toward addiction as a treatable illness and thereby reduce stigma toward people with addiction problems. During in-depth interviews, HIV stigma typically manifested as concerns about HIV status disclosure to family members, partners, other prisoners, and health care providers, with implications for social support, partner notification, and HIV treatment (Derlega, Winstead, Gamble, Kelkar, & Khuanghlawn, 2010) . Family members were seen as the primary source of material and emotional support during and after incarceration, a finding consistent with other culturally grounded work on HIV stigma with PWID in the Asia-Pacific region (Li, Wang, He, Fennie, & Williams, 2012; Rudolph et al., 2012 ). An HIV diagnosis caused additional psychological distress because it was perceived to threaten participants' responsibilities to family members, and many worried that disclosure could undermine support or bring shame to families. Lower levels of HIV stigma in participants who had disclosed and higher HIV stigma in those initiating ART in prison suggested the importance of clinical interventions that facilitate disclosure and alleviate HIV stigma within the patient's immediate social context to improve ART adherence.
Given high rates of preincarceration sexual and drug risk behaviors in Indonesian PWID and their inextricable links to partner risk behaviors, structural changes are required to facilitate HIV disclosure to partners of PLWH diagnosed while incarcerated. Voluntary and confidential partner notification services are effective when notifying partners of recent HIV exposure and are generally acceptable to PLWH (Passin et al., 2006 ), yet individual and structural barriers to partner notification are amplified by incarceration. Few PLWH have opportunities to disclose to partners while incarcerated and may not want to disclose their HIV status because of HIV stigma, loss of privacy, and fear of rejection or loss of social support. Integration of voluntary and confidential partner notification and referral services into prison-based HIV prevention programs represents an actionable opportunity to overcome stigma associated with disclosure and to extend HIV testing and treatment to exposed women, men who have sex with men, and PWID in the community.
Finally, although our study suggests that fear of unwanted disclosure may not itself be a barrier to accessing ART during incarceration, concerns about unwanted disclosure may evolve after ART initiation as prisoners taking ART become increasingly scrutinized under the microscope of prison subculture. Moreover, HIV stigma may magnify the perceived challenges of accessing HIV care and utilizing ART after release from prison (Choi et al., 2010; Haley et al., 2014) . Higher stigma scores in those taking ART while incarcerated may also reflect higher ART use in those who were diagnosed before incarceration and therefore had greater exposure to stigmatizing public attitudes before incarceration. Encouraging within our findings was that most participants categorically rejected statements indicating anticipated or enacted stigma by health care providers, although internalized stigma and a desire to save face sometimes interfered with patient-provider relationships.
Although our sample size was too small to allow robust analysis of HIV stigma scale structural validity in this population (using structural equation modeling), reliability estimates were comparable to those obtained for the original scale . Given the cross-sectional design, we were unable to assess causal relationships between HIV stigma, health behaviors, and clinical outcomes. Finally, we did not examine sexual or ethnic minority status as potentially important types of intersecting stigma.
Conclusion
Individual experiences of HIV stigma by Indonesian prisoners vary across social contexts and encompass multiple domains, including HIV stereotypes, disclosure concerns, social relationships, and perceptions about addiction and HIV treatment in the wider society. Co-occurring stigma of drug use or addiction may alter the experience of HIV stigma for prisoners who have been labeled as drug users. While stigma may not limit ART initiation in prison, discrimination by prisoners, clinic staff, or family members could potentially impact ART adherence. Perceptions of public stigma by PLWH diagnosed in prison may deter disclosure of HIV status to family members or needle-sharing and sexual partners, which has implications for social support and secondary prevention. Collectively, our findings point to the need for interventions that mitigate the impact of HIV and drugrelated stigma on incarcerated PLWH.
Key Considerations
Contextual factors common to many prison settings may amplify individual perceptions and experiences of HIV stigma. Interventions to reduce HIV stigma in Indonesian prisons should also address the cooccurring stigma of addiction and incarceration. Nursing interventions that facilitate disclosure and alleviate stigma within the patient's immediate social context are required to achieve HIV treatment as prevention goals in Indonesia.
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